AbstrACt
Objective Community-based initiatives have enormous potential to facilitate the attainment of universal health coverage (UHC) and health system development. Yet key gaps exist and threaten its sustainability in many low-income and middle-income countries. This study is first of its kind (following the launch of the Sustainable Developments Goal [SDG] ) and aimed to holistically explore the challenges to achieving UHC through the communitybased health planning and service (CHPS) initiative in Ghana. Design A qualitative study design was adopted to explore the phenomenon. Face-to-face indepth interviews were conducted from April 2017 until February 2018 through purposive and snowball sampling techniques. Data were analysed using inductive and deductive thematic analysis approach. setting Data were gathered at the national level, in addition to the regional, district and subdistrict/local levels of four regions of Ghana. Sampled regions were Central Region, Greater Accra Region, Upper East Region and Volta Region. Participants In total, 67 participants were interviewed: national level (5), regional levels (11) , district levels (9) and local levels (42). Interviewees were mainly stakeholders-people whose actions or inactions actively or passively influence the decision-making, management and implementation of CHPS, including policy makers, managers of CHPS compound and health centres, politicians, academics, health professionals, technocrats, and community health management committee members. results Based on our findings, inadequate understanding of CHPS concept, major contextual changes with stalled policy change to meet growing health demands, and changes in political landscape and leadership with changed priorities threaten CHPS sustainability. Conclusion UHC is a political choice which can only be achieved through sustainable and coherent efforts. Along countries' pathways to reach UHC, coordinated involvement of all stakeholders, from community members to international partners, is essential. To achieve UHC within the time frame of SDGs, Ghana has no choice but to improve its national health governance to strengthen the capacity of existing CHPS.
IntrODuCtIOn
Today, a big proportion of health policy debate is focused on accomplishing the 2030 Sustainable Development Agenda, a milestone which places specific importance on universal health coverage (UHC)-a concept which supports a collective credence that all people should have access to the health services they need without risk of financial ruin or impoverishment. 1 Nonetheless, considering the existing disparities within countries, achieving UHC will require all-inclusiveness and participatory interactions between health systems and the citizens. [2] [3] [4] As a result, community health system performance has become increasingly relevant to both high-income countries and low-income and middle-income countries (LMICs).
strengths and limitations of this study ► The stratified data collection strategy and the variety of study participants from across different levels and settings helped gain a broader understanding of the phenomenon. ► Our framework enabled us to accommodate a wide range of disciplines for pragmatic interpretation of the phenomenon, by exploring different components of the community-based health planning and service initiative. ► To enhance the credibility of our study, we explored the phenomenon through various lenses (ensuring triangulation), performed member check, ensured transparency of methods and analysis, and involved multiresearchers from different backgrounds. ► Although this study is the first of its kind and has used a robust methodology, we cannot be certain of participants' underlying rationale for responding, especially with regard to their political, institutional and societal commitments towards the initiatives; hence, like any qualitative study, our findings need to be interpreted with some caution.
Open access
Ghana, in 2000, launched the community-based health planning and service (CHPS) initiative to facilitate the achievement of the vision based on the premise that UHC can be achieved if improved health services are delivered closer to the doorstep of community members, particularly to those at the rural and slummy areas. Under this initiative, community health professionals, supported by community volunteers, are trained to provide healthcare in a CHPS zone (geographical coverage areas for community health services-presently, about 5487 zones in number). 5 Key service package includes maternal and reproductive health, child health services, treatment of minor ailments, health education and promotion of healthy lifestyles, and follow-up on clients. 6 7 CHPS has created one of the best approaches in increasing community commitments and ownership towards health system strengthening, enhancing equitable access and delivery of primary healthcare (PHC), and resources mobilisation. 8 Yet many challenges persist and threaten the success and sustainability of the initiative, including inadequate financial resources, poor management and supervision of programmes, insufficient health infrastructure, physical inaccessibility, inadequate trained community health workforce, high attrition rate, sociocultural beliefs, and poor referral system. 9 In this study, we aimed to enhance the understanding of the challenges limiting the effective role of CHPS in contributing to achieving UHC in Ghana. We used a theoretical framework (the Walt and Gilson's policy triangle) to guide the interpretation of findings. This research is the first of its kind. We anticipate that our findings could facilitate the achievement of Sustainable Development Goals (SDGs), UHC in particular, in Ghana, and perhaps many other LMICs.
MethODs study design, settings, sampling and data collection The qualitative study design was used to explore the phenomenon. The study was conducted in four regions of Ghana to represent diversity in terms of socioeconomic status, cultural, religion, geographical position and level of performance of CHPS in the country. 6 10 11 The sampled regions were Central Region, Greater Accra Region, Upper East Region and Volta Region. Data were gathered at four levels-national, regional, district and local levels-to ensure triangulation. 12 A purposive and snowball sampling technique was employed to identify study participants at the national and regional levels. 13 At the district and local levels, participants were sampled through the snowball technique.
14 Three university graduates with experience in research were recruited and trained to assist in data collection. Training lasted for 3 days. Pretesting of data collection instruments was done during the training session.
Face-to-face indepth interviews were conducted from April 2017 until February 2018. Interviews were conducted in English. Separate semistructured interview guides were designed for interviews at each level. Data were gathered until saturation, where we realised no new data were emerging. 15 Interviews lasted between 25 and 45 min. In total, 67 participants were interviewed: national level (5 interviewees), regional levels (11 interviewees), district levels (9 interviewees) and subdistrict/local levels (42 interviewees) (refer to table 1 for list of interviewees and their characteristics and study settings). Interviewees were mainly stakeholders-people whose actions or inactions actively or passively influence the decision-making, management and implementation of CHPS. They include policy makers of the CHPS initiative, managers of CHPS compound and health centres, politicians, academics, health professionals, technocrats, and community health management committee members. Addition to the interviews were document review and observation.
Data analysis
All interviews were audio-recorded, and the data gathered were transcribed verbatim. Coding was done manually. We used Walt and Gilson's policy triangle to guide data analysis. This framework was selected because it has influenced health policy research in a diverse array of countries and has been used to analyse several health issues and health sector reform, which is appropriate in the context of our study. The framework enabled us to explore the perspectives of the different components of the CHPS initiative, with regard to how the content of policy, neglecting actors, context and processes interact to shape policy making. 16 Further, we remained open to accommodate other emerging themes; hence, we employed the hybrid interactive processes of inductive and deductive thematic analysis to interpret our data. 17 Codebooks were developed, and themes that emerged from the data were repeatedly reviewed using the research questions. To enhance trustworthiness of findings, two research members (AA, MA) were assigned to do first coding (open breakdown of themes). This enabled us to identify all prevailing themes in the study. Next, AT and AAS created intercode connections among themes. Relevant codes which were associated with study objectives were extracted, compared and discussed among members. Similarities and differences between codes were also addressed. 18 Next, through thorough content analysis, we interpreted the categorised themes which were relevant to the accomplishment of the objectives of the study. That is, we read the documents and transcripts repeatedly (got immersed with the data), performed member checks and coded them inductively and deductively, followed with iterative analysis. This enabled us to understand and interpret extracted themes, which were centred on and relevant to the CHPS initiative. Finally, core categorical themes were selected, analysed and compared with existing literature to ensure the reliability, validity and comprehensiveness of our findings (selective coding). 18 Final codes were developed based on consensus of the entire research team (AA, AT, MA, AAS).
Patient and public involvement
This qualitative study focused on a nominated public health initiative (CHPS) through the lenses of policy, whose participants were mainly policy makers, managers and the representatives of the public who were not conventionally classified as patients recruited for medical research. Nonetheless, the key actors were widely consulted in the development of the research questions and in assessing the implications of the findings. Further, findings will be disseminated through stakeholders' events (including one-on-one policy talk show) to enhance the significance and salience of findings.
results
The CHPS initiative was found in 2000 to facilitate the achievement of UHC by providing improved health services, mainly preventive, promotive and treatments of minor ailments, closer to the doorstep of community members, particularly to those at the rural areas-efforts aimed to address geographical barriers to health. Although CHPS has created one of the best approaches in increasing communities' commitments towards health system strengthening, its performance has declined over the years. According to our findings, inadequate understanding of the CHPS concept, major contextual changes with stalled policy change to meet growing health demands, and changes in political landscape and leadership with changed priorities threaten CHPS sustainability.
Inadequate understanding of the ChPs concept CHPS has been in existence for over 18 years. Yet the concept of CHPS has not been fully gripped by major stakeholders, most importantly political institutions and community members. To achieve universal access to healthcare in Ghana, CHPS remains ideal-serving as a vehicle not just for delivering healthcare, but to the very doorstep of the client. Nonetheless, according to our findings, major actors operate but at varying degrees to achieve personal interests-not necessarily to contribute Open access to achieving the key mandate of CHPS. That is, political bodies, through active collaboration with district assemblies, construct CHPS compounds for political gains-that is, to solicit for votes, sometimes without even consulting the health directorate. As a result, most CHPS structures do not meet the required building plan, while others are not strategically situated to address the geographical barriers to accessing healthcare-a primary goal the initiative seeks to achieve. Our findings also revealed the community entry processes were not properly carried out from the onset, influencing many implementation flaws. For example, community members routinely demand of services which do not form part of the service package of CHPS, and often beyond the capabilities of the community health professions. That is, communities consider CHPS to be a health centre or a hospital, hence expect health professionals to be able to provide a more comprehensive service. Again, members of the community were not made to fully understand that CHPS is community-driven and therefore its success greatly depends on the community. Community members were of the belief that the government should be solely responsible for the total establishment and management of CHPS. In view of that, there is a growing perception that CHPS is a strategy used by the government to shift their core responsibilities to its citizens, given that the initiative is community-induced. Besides, as observed, majority of amenities of most facilities were either provided by the community and non-governmental organisations (NGOs) (especially the international donors).
We have been convinced to build our own health facility, advocate for the provision of health amenities and logistics, and pay our utilities, what then is the role of the government if health development of a community is to be exclusively provided by the community? -Community Leader (Greater Accra Region)
Major contextual changes, with ensuing stalled policy change to meet growing demands CHPS is currently faced with major contextual changes, with ensuing stalled policy changes to address current health needs and expectations of the communitiesmainly due to inadequate dedicated resources to sustain the initiative and rigid organisational framework.
Over a decade ago, people were travelling long distances to access health, and therefore there was the need to send services to the rural areas, through which CHPS was originally birthed to primarily provide services at the doorsteps of households. CHPS compounds were strategically erected in selected communities to facilitate service provision, where community health professionals were tasked to provide door-to-door services to communities including those without a CHPS compound. Nevertheless, today, despite being a national policy for all electoral areas to have a CHPS compound, almost all communities demand CHPS compound to be constructed in their communities, many of which are even putting up structures without government support. However, according to our study, the existence of a 'physical CHPS structure' has implied increasing health demand by community members, as clients perceive it as a hospital. Hence, the present demand and expectations of communities extend beyond the services package of CHPS, which is mainly preventive, promotive and treatment of minor ailment. Based on our findings, community members on constructing a CHPS compound would want CHPS to function as a health centre or a hospital, and demand for extra health departments especially maternal health units-aspirations which are barely difficult to peruse considering the aim of CHPS. Besides, the rising health demands and the willingness of communities to expand the service package of CHPS exact much pressure on the governments, largely due to unplanned resources to sustain the initiative. As a result, CHPS facilities lack basic logistics and medicines needed to treat minor ailments. This has led to rampant referral of health cases to either the health centre or the hospital. Yet neither of the CHPS compounds across all the regions even had an ambulance to facilitate referral processes. Health professionals had to rely on commercial vehicles and motorcycles during referrals, and even with that, aside from not being appropriate for referrals, these vehicles are often either far away from CHPS compounds to render immediate service or clients do not have the money to pay for the fare, leaving the financial burden on the health professionals. Moreover, improved knowledge is changing health practices especially among urban residents. Yet CHPS is faced with inadequate resources for capacity building of community health professionals, to fully meet health needs and expectations, and to match the changing health practices of their clients. To this end, urban residents especially evinced a negative attitude towards community health professions (particularly health volunteers), questioning their credibility to educate them about health.
I was first working in a rural community, but we were recently reshuffled and was posted to the city. Fairly speaking, I prefer to work in the rural areas. You see my entire work is to promote health or educate the community about health. But within the city, the residents are knowledgeable. Some even refuse to listen to our health talk because they feel they are well informed even than the community health experts. Besides, they get any information they need on the internet. But working as a health officer in the rural areas is quite a different. I remember when I was first posted to my previous workplace (village), the entire community was exceedingly glad to have us. But in the city, in fact their responses to our questions are something demoralizing. I think, the training that I acquired was very useful to me when I was working in the village but the situation in the city is quite different. -Community Health Officer (Volta Region)
Additionally, 18 years ago, it might be relatively easier to reach all community members or villagers in person and in groups. According to our study, health professionals lack the appropriate mobilisation skills to successfully organise health durbars. Again, there is a limited use of digital tools in ensuring that community members irrespective of place and time do have consistent access to health information. Further, while volunteerism was found fundamental in CHPS sustainability, the concept, although properly understood by community members, has been met with strong resistance, where volunteers today demand salaries for their services. According to volunteers, "it is very discouraging getting up every morning for work and at the end of the month you end up receiving no salary. I have been a community volunteer for over 15 years, yet I cannot boast of significant reward for my work. I understand I volunteered for this kind of work but mind you I also have families."
Currently, it is difficult mobilizing community members for health durbars. Most of them are engaged with economic activities -hence leave very early for farms (work) and return late. Also, community participation was initially stronger because we had active volunteers supporting our work. But today, volunteerism is no more, and is really affecting our work. -Community Health Officer (Upper East Region)
Changes in the political landscape and leadership with changed priorities Complex interactions of actors were found to have a critical influence on CHPS. To our participants, although a broader political process is required for CHPS sustainability, recent commitments of political bodies towards CHPS are not up to expectation. Every government comes with its own priorities-nobody continues from where the previous government ended. What governments have commonly done is to construct CHPS compoundsleaving behind provision of logistics-since the number of compounds built is often considered as major political achievements. Also, although our study revealed a more prevailing commitment by the community members and the international donors to improve CHPS, while communities lack the needed resources to sustain the initiative, policy inconsistency also threatens the sustainability of projects pursued by international donors. That is, these international bodies mostly implement pilot projects for a stipulated time and then leave, but who to commit to the course left behind and provide the desired resources to sustain the initiative is a challenge which retards the progress of CHPS. On the other hand, where there were chieftaincy disputes, key stakeholders (especially traditional leaders) oppose decision-making processes and programme implementation. As an example, we observed low community participation in communities facing chieftaincy and land disputes, or without a chief-since health professionals find it difficult identifying which leader to consult to serve as a focal point to engage its citizens. Also, due to lack of consensus, family members and friends of opposing leaders also refuse to attend programmes being organised for the community.
CHPS is more a political tool now -it is just on the lips of our politicians. They promise a lot but deliver little. When it comes to logistics

Communities are encountering series of chieftaincy and land disputes. As a result, you may organize a health durbar in one community, and it will interest you to know that part of the community members will deliberately not attend, expecting a separate durbar to be conducted for them. The reason being that, opposing leaders would want to be also recognized and treated as community heads. Unlike elsewhere, where you find out that a community has just one chief (leader) who perhaps may serve as the head of the CHPS zone to engage its citizens. -Community Youth Volunteer (Volta Region)
DIsCussIOn
The Alma-Ata Declaration of 1978 identified the role of a comprehensive PHC as the cornerstone to any sustainable health system. Now, in its 40th anniversary, while the philosophy of PHC is valid more than ever, the development of PHC-based healthcare delivery has received a paradigm shift towards the deployment of several forms of community health workers (CHWs)-as cadres capable of delivering effective care at the least cost, at the community and household levels. 19 Social mobilisation and community participation need to be at the centre of health policy planning and implementation to achieve UHC in any setting. Ultimately, the efficiency of the community health volunteers and managers (including community health management teams) through regular capacity building and constant training for building more effective and responsive systems to adapt the dynamic changing health needs are the keys to the success of community-based programme. Well-designed, community-driven initiatives have proved capable of establishing a more substantial means in addressing crippling PHC system in several LMICs. For instance, addressing shortage and poor distribution of various health workers and encouraging them to choose to practise in rural and underserved areas, expanding and strengthening coverage of key health programmes, and reorganising health workforce to address challenges pertaining to low access to quality, people-centred, affordable and acceptable healthcare services can be mentioned. 19 The 'Behvarz' of Iran, the village health volunteers in Thailand, the lay health workers in Pakistan, the health extension workers in Ethiopia and Building Resources Across Communities (BRAC) in Bangladesh are all successful community-based models 20 which have contributed immensely towards programmes focused on maternal, neonatal, child healthcare and development, and reproductive health.
Yet, even in countries with proved and meaningful success, key challenges continue to threaten the sustainability of such initiatives. Community-based programmes necessitate active engagements of actors. However, often, stakeholders operate without robust mechanism for coordination, which may hinder achieving the intended purposes. As our study reveals, this challenge might emerge because of inadequate understanding of the policy content, and the lack of equal cooperation among major actors including political bodies, donors, the health directorate and the local partners at the district and subdistrict levels.
Conflicting stakeholder interests (especially among politicians) have led to a several disorganised national debate, particularly during establishment or expansion of public health services. 21 Hence, politics and stakeholders' engagements matter at each phase of health reformas existing institutions and interest groups often have both the reasons and the resources to vigorously oppose change, 22 as experienced for instance by the Iranian health system where medical doctors initially opposed family physician programme in rural Iran due to lack of prior consultation and understanding of policy content. 14 Notwithstanding that, community participation in all aspects of policies is essential to enhance sustainability through country ownership and accountability. 3 23 Otherwise, promoting local ownership of initiatives would become challenging, as it happened in Brazil. 24 The key to attaining UHC through community-based programmes is the ability of global, national and local partners to ensure much policy flexibilities, especially at the local levels. 20 However, our research revealed that the CHPS initiative is increasingly becoming complex and difficult to manage, due to its openness to change and the increasing diversity of demand and expectations of clients. Any pressing demand is considered critical and a potential target for reform, although it might not be strategic implementing such initiative at that level of care. As an example, the increasing demand of maternity unit has raised varying views among stakeholders as to whether all CHPS facilities need to have a delivery ward, or clients should be referred to the next level of care. Worse still, Open access the component of minor treatments within the service package has rendered the initiative less effective and efficient, and eventually is causing the community members to lose trust in community-based health system. Let alone that, despite the rising demand and expectations, CHPS is challenged with inadequate resources (even basic logistics) to treat minor ailments, which has led to rampant referrals of health cases and its associated costs. Hence, we are of the view that CHPS can achieve eloquent results if efforts are geared towards improving preventive and promotive services, rather than curative care. Besides, due to inadequate resource allocation by the governments, adding facilities and interventions (a midwifery delivery department at the facility, in the case of our study) will lead to further unanticipated malfunctions of the system. 25 In addition, as societies modernise and become more affluent and knowledgeable, what people consider to be desirable ways of living as individuals and as members of societies may change. 26 Yet the CHPS initiative is faced with lack of resources to help build the capacity of community health professionals, particularly regarding the use of tools in responding to changes in health practices, to enhance better community participation and mobilisation, as well as efficiency. As a result, clients, especially the urban residents, show negative attitudes towards community health professions (especially health volunteers), questioning their credibility to even educate them about health. Notwithstanding that, these challenges could also serve as a platform for change and innovations. Yet it might lead to excessive dependence on international donors and NGOs-considering the limited political commitments in sustaining the initiative. This may in turn place immerse strains on communities, particularly the ones with the least resources to support themselves and meet challenges, which may reduce health performance, as happened in other settings. 26 Generally, the governments' struggle to resolve what they are willing to spend resources on and what clients want is a fundamental health sector reform dilemma. 27 Many LMICs are faced with the maldistribution of resources in the face of pressing health needs-where public sector is often perceived as providing inferior service, and many citizens, even the poor, may have to pay for improved services out of pocket, resulting to a varying degree of service and health status between urban and rural residents, and the rich and poor. 21 In this respect, many countries that are even noted for sustainable community-based programmes may be affected by the effect of increase in workload on the community health professionals, which in turn can compromise the quality of health services they provide. 28 Nevertheless, although resources matter, countries like Cuba have shown that better health chances can be achieved without the best of resources being available. It is recommended that healthcare financing for dispersed inhabitants often receive larger per capita expenditure, and in countries with both high-density and low-density populations it is expected that dispersed populations receive subsidy to promote equity. 29 In addition, countries are devising cost-effective innovations that meet the health and well-being of its citizens from an explicitly multisectoral perspective, with a focus on expanding coverage of curative healthcare, while reinforcing promotive strategies and cross-sectoral actions on social determinants of health (SDH). 30 Although that tends to be expensive, communities can secure such inputs at a manageable cost by joining forces. 31 Our study revealed that communities that are making meaningful advancement through the CHPS initiative are those that are either resourced or have leaders constantly negotiating for support from non-governmental institutions. Further, the use of radio communications has shown success in overcoming geographical obstacles to health in such areas, in a more efficient and affordable manner. 29 CHWs have featured in the discourse of many global public health agenda, by proving effective in addressing issues that have adverse impact on moving towards UHC. Today, in the era of Sustainable Developments Goals (SDGs), health is considered a political choice, and everyone's concern to drive the world to a state where health must be universal and equitable. 32 Nonetheless, to achieve meaningful results, it is edged that countries adapt specific targets and actions based on national priorities that promote country ownership and accountability, 23 reaffirming the profound role of community-based programmes in many LMICs, 33 including Ghana.
Policy recommendations to increase the chance of success Community-based initiatives are increasingly represented as a potential strategy to strengthen PHC. Nonetheless, certain vital gaps still impede their progress. Based on our findings, the following are recommended for community-driven initiatives to better help serve its purposes. ► Effective coordination and transparency among actors, particularly community members, NGOs, politicians and the health directorates, is eminent to enhance understanding of policy content and the ways in which changed priorities or conflicting institutional goals and values could emerge, to influence intended policy outcome. ► There is the need for effective ambulance services to facilitate upward referral of health services which are beyond the scope of community health professionals. ► Stakeholders, especially academic institutions, the community and governments, should create a sustainable framework to improve SDH and capacity building on the effective use of digital tools and community mobilisation skills, to shape public health practices. Further studies are required to: ► Explore digital tools that can help improve knowledge of community health professionals, enhance community participation/mobilisation and health practices and interventions, and can foster greater accuracy and efficiency of activities. ► Identify ways in which factors such as the quality of community health governance and policy coherence can be maximised.
► Investigate ways to provide sustainable community health financing and resource mobilisation.
COnClusIOn UHC is a growing concern and a core target of the SDGs. Nonetheless, considering the existing disparities between and within countries, attaining UHC will necessitate all-inclusiveness, a participatory process and interaction between health systems and the populations. This has led to a renewed relevance of CHPS in Ghana-an initiative which practically relies on citizen engagement as a central instrument in the delivery of services closer to the doorstep of clients, particularly to those at the rural or slummy areas. Despite its recognition in safeguarding communities' commitments and country's ownership to attain UHC, gaps continue to impede its success. They include inadequate understanding of the CHPS concept-much of which is due to poor community entry and sensitisation programmes during the onset of CHPS scale-up. Again, major contextual changes, with ensuing stalled policy change to meet growing demands, and changes in the political landscape and leadership, with changed priorities or opposing forces, all threaten CHPS sustainability. Our study concludes that what is essential to influence positive change for achievements of UHC in Ghana (through CHPS) is the political will-an improved national health governance and the political determinants to lead actions of the community and international donors.
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